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Abstract

The lack of access to gender-affirming surgery represents a significant unmet healthcare need 

within transgender community frequently resulting in depression and self-destructive behavior. 

While some transgender people may have access to Gender Reassignment Surgery (GRS), an 

overwhelming majority cannot afford Facial Feminization Surgery (FFS). The former may be 

covered as a ‘medical necessity’, but FFS is considered ‘cosmetic’ and excluded from insurance 

coverage. This demarcation between ‘necessity’ and ‘cosmetic’ in transgender healthcare based on 

specific body parts is in direct opposition to the scientific community’s understanding of gender 

dysphoria and professional guidelines for transgender health. GRS affects one’s ability to function 

in intimate relationship while FFS has the same impact on social interactions and, therefore, may 

have a far greater implication for one’s quality of life. FFS is a cost-effective intervention that 

needs to be covered by insurance policies. The benefits of such coverage far exceed the 

insignificant costs.

“Medical necessity” is a legal doctrine in the U.S. used as a means to control healthcare 

costs (Dolgin 2015). Health care services that are deemed medically necessary to diagnose 

or treat an illness or injury are meant to be covered by insurers, while the remaining “non-

essential” services (ranging for rhinoplasty to unproven but potentially lifesaving 

experimental treatments) are not.

There is no Federal definition of ‘medical necessity’ and only one-third of States have a 

regulatory definition of this concept (Abbott and Stevens 2013). As a result, the definition of 

‘medical necessity’ is often found in individual insurance contracts, where it is framed in a 

broad, multidimensional way, and controlled by the insurer, not the medical professional 

(Skinner 2013). The process of medical necessity determination is rarely transparent and 

available for public review. Even when it is possible to demonstrate that a proposed 

treatment is consistent with professional clinical standards, the insurer may invoke ‘medical 
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necessity’ to reject claims. Therefore, insurer’s reliance on the notion of medical necessity in 

reviewing claims can be a form of rationing, driven by concerns for costs over the potential 

advantages of the intervention at stake (Hill 2012). For example, in the early 2000s 

insurance companies considered bariatric surgery as cosmetic and not medically necessary, 

despite the evidence demonstrating its efficacy (Hall 2003). Further, the approval or refusal 

of medical claims can reflect ideological or political agendas. For instance, anti-abortion 

groups may question decisions to cover abortions because the procedure is not medically 

necessary (Kaposy 2009).

Transgender people often have a critical need for medical treatment that mitigates their 

gender dysphoria. Facial feminization surgery (FFS) is an important component in the 

treatment of gender dysphoria and it can be more important than genital reassignment 

surgery in alleviating symptoms of gender dysphoria (Capitán et al. 2014). However, FFS is 

commonly denied by insurers as cosmetic and not medically necessary treatment for gender 

dysphoria. These denials reflect a long history of labeling medical care for transgender 

people as unnecessary, unproven, and unworthy of payment by insurance premiums. In this 

article, we argue that by labeling FFS as cosmetic and denying coverage insurers 

discriminate on the basis of diagnosis and fail to provide medically necessary treatment. As 

noted above, the definition of medical necessity can be ambiguous. Some documents define 

it as ‘the services that a prudent physician would provide to a patient to prevent, diagnose, or 

treat a medical ailment, as determined by generally accepted standards of medical practice.’

(American Medical Association 2011) The medical consensus and published standards of 

practice (Deutsch and Feldman 2013) explain that medical procedures related to sex 

reassignment (including FFS) are not ‘cosmetic’ or performed for the mere convenience of 

the patient. Transgender people do not seek these procedures due to their personal 

preference, but rather to change sex characteristics as treatment for their gender dysphoria 

(Rosh 2017). Therefore, FFS is not cosmetic or optional, but needs to be understood as 

medically necessary for the treatment of gender dysphoria.

In 2011, the Institute of Medicine (IOM) released a landmark report on the health of sexual 

and gender minority people who are lesbian, gay, bisexual, and transgender (LGBT). The 

report specifically emphasized the importance of transgender health research to better 

understand the needs of this underserved population. Transgender is an umbrella term that is 

used to identify people who experience incongruence between their sex assigned at birth and 

gender identity (Graham 2011). While there is nothing inherently pathological about the 

transgender experience, some people may experience significant distress associated with 

their gender incongruence or, in other words, gender dysphoria. Gender dysphoria refers to 

the discomfort and distress that arise from a discrepancy between a person’s gender identity 

and sex assigned at birth (American Psychological Association 2015).

The diagnostic criteria for gender dysphoria are as follows: (1) desire to live and be accepted 

as a member of the opposite sex, usually accompanied by the wish to make his or her body 

as congruent as possible with the preferred gender through surgery and hormone treatment; 

(2) has lived as transgender for at least two years; (3) the condition is not a symptom of a 

mental disorder; and (4) it causes significant distress or social impairment (Cohen-Kettenis 

and Pfäfflin 2010). The underlying logic for the treatment of gender dysphoria rests on a 
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several presuppositions: (1) the person’s body is wrongly gendered in relation to a self-

identified gender identity; (2) the wrong gender is a series of bodily properties that can be 

identified and changed to what is considered normal for the chosen gender. (3) the conflict 

between ‘self’ and ‘body’ cannot be resolved through psychotherapy alone, but can be 

alleviated through medico-surgical interventions (Wylie et al. 2014).

The exact prevalence of gender dysphoria is difficult to estimate due to the stigma and 

limited access to healthcare among the transgender population (Collin et al. 2016). 

Furthermore, only in 2013 did the first medical center in the US begin adding gender 

identity as part of standardized demographic data in the electronic medical record (Zucker 

and Lawrence 2009). Recent estimates suggest that 0.5 to 0.9 percent of the U.S. population 

(or at least 1.4 million) have some degree of gender dysphoria (Herman et al. 2017). The 

rising prevalence and acceptance of transgenderism along with improved evidence-based 

surgical standards of care for gender-confirming surgery has resulted in a greater number of 

people seeking gender-affirming surgeries. However, despite the recent surge in media 

attention regarding the transgender community and decreasing stigma surrounding 

transgenderism, the access to necessary gender-affirming health care remains unacceptably 

poor. Transgender persons requiring effective treatment continue to face significant barriers 

to affordable medical care because of exclusions in health insurance policies and a scarcity 

of specialized providers.

The 2015 survey of 27,715 people by the National Center for Transgender Equality (NCTE) 

found that while the majority of respondents wanted to access gender-affirming treatment, 

only 49% had transitioned medically, while 25% were able to transition surgically (James et 

al. 2016). These numbers speak to significant unmet healthcare needs. While transgender 

people approach their transitions differently, the number of existing providers equipped to 

care for the US transgender patients remains profoundly low. For example, endocrinologists 

are often key healthcare providers for transgender people. However, a third of 

endocrinologists are unwilling to care for transgender patients, and fewer than half say they 

feel at least somewhat competent in providing that care (Irwig 2016). With respect to 

surgical reassignment surgery (GRS) and facial feminization surgery (FFS) more 

specifically, 22 states1 do not have a single surgeon specializing in FFS and additional 7 

states2 have only one FFS trained surgeon according to a national registry 

(TransHealthCare). Furthermore, some studies point out that many surgeons who market 

themselves as being able to perform FFS are only trained to work with soft tissue 

modification. There are only a few surgeons in the US who are skilled in bone modification 

(Plemons 2012).

Lack of qualified providers is not the only barrier to gender-affirming care. Many 

transgender people are reluctant to seek needed care due to prevailing stigma and 

mistreatment. According to the NCTE survey, nearly one-quarter of respondents reported 

that they avoided seeking healthcare because they feared being mistreated. However, the 

most significant barrier to care is lack of insurance and ability to pay for treatment. One in 

1AL, AK, CT, DE, HI, ID, IA, KS, ME, MS, MT, NE, NH, ND, OK, SC, SD, UT, VT, WV, WY
2AK, KY, LS, MN, MO, NM, WV
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four respondents experienced a problem in the past year with their insurance related to being 

transgender. More than half (55%) of those who sought coverage for gender-affirming 

surgery in the past year were denied, and 25% of those who sought coverage for hormones 

in the past year were denied (James et al. 2016). Thus, a significant proportion of persons in 

the US with gender dysphoria continue to suffer despite the availability of effective 

treatment.

Transgender people who are unable to access gender-affirming care are more likely to have 

depression, more prone to self-destructive behavior and are less likely to be employed 

(Wilson et al. 2015). Furthermore, according to the gender affirmation theory, anxiety and 

maladaptive coping strategies result from stigma-related stressors that threaten one’s identity 

and exceed one’s coping resources. When the need for gender affirmation is high (due to 

psychological distress) and access to gender affirmation is low (due to social oppression), 

identity threat may result (Sevelius 2013). Transgender people may attempt to reduce 

identity threat by either attempting to increase their access to gender affirmation or decrease 

their need for gender affirmation, and these coping strategies may often be maladaptive (i.e. 

engaging in sex work or pursuing dangerous silicone injections). In New York City (NYC), 

22% of transgender women have had underground silicone injections, and widespread non-

prescribed hormone use has been documented in various convenience samples ranging 58% 

of transgender respondents in DC (Xavier 2000), nearly 60% in Virginia (Xavier, Honnold 

and Bradford 2007), 71% in Chicago (Garofalo 2006), 29% in San Francisco (Clements-

Nolle 2001), and 23% in NYC (Sanchez, Sanchez and Danoff 2009). In the worst-case 

scenario, identity threat may lead to suicide. The suicide rate in transgender persons is 40%, 

a rate demanding swift change and implementation at a minimum of effective therapies.

In this paper, we argue that the ability to ‘pass’ as the member of one’s target gender is 

required for transgender persons’ well-being and ability to successfully function in the 

current American society, and thus medical treatment and surgical procedures required to 

meet this goal should be considered as medically necessary and covered by insurance. 

Gender affirming hormone replacement therapy (HRT) is covered by many private insurance 

companies, Medicare, and Medicaid. Some government insurance plans cover GRS, but they 

usually exclude other procedures including masculinizing chest surgery (for female-to-male 

or FtM), facial feminization procedures, reduction thyrochondroplasty, voice surgery, and 

electrolysis. Insurance coverage for gender-affirming care is rare with 8% of employers with 

500 or more workers covering GRS and none covering FFS (Human Rights Campaign 

2015).

Facial feminization surgery refers to a set of surgical procedures that alter the characteristic 

male facial features to provide a more feminine appearance. FFS procedures include 

common facial plastic procedures like brow lift, rhinoplasty, cheek implantation, and lip 

augmentation, as well as more specific ones intended to modify bone structure like scalp 

advancement, frontal cranioplasty, and reduction mandibuloplasty (Ousterhout 2015). In 

most cases, the desired degree of feminization is impossible to achieve through soft tissue 

procedures alone since bone structure provides the architecture of facial sex differences. In 

this regard FFS is different from cosmetic surgery (Altman 2012). The objective of FFS is to 

decrease gender dysphoria by aligning the facial features of gender with the inward 
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identification of gender. Male-to-female (MtF) transgender persons have greater difficulty 

changing their outward appearance compared to FtM transgender persons (van de Grift 

2016). Facial features, such as jaw line or facial hair growth, are difficult to modify and they 

are often the main area of concern for MtF patients. It is essential for these patients that their 

facial features be adjusted in such a way that the face will be recognized as belonging to the 

female gender.

Feeling congruent with one’s outward appearance alleviates anxiety and depressive 

symptoms (Kozee, Tylka and Bauerband 2012). A number of relatively limited retrospective 

studies have assessed the quality of life after FFS and have demonstrated favorable outcomes 

in both appearance (Ainsworth and Spiegel 2010) and patient satisfaction (Raffaini, Magri 

and Agostini 2016). These studies concluded that FFS can significantly enhance the quality 

of life and reduce the psychosocial sequelae faced by transgender women, who are often 

marginalized and discriminated against in healthcare and society (Ousterhout 2015). One 

recent prospective study assessed psychological outcomes pre- and post-surgery. Six months 

after the surgery subjects reported improvement in overall appearance congruence and body 

image satisfaction, less avoidance, less day-to-day distress, and greater success in forming 

relationships (Isung et al. 2017). Furthermore, one recent study found that utilization of 

gender-affirming care, including FFS, can serve as a protective factor for health disparities in 

mental health, substance use, and HIV, which all impact transwomen (Wilson 2015). This 

study emphasizes that FFS is protective against violence and discrimination. Violence is 

often the result of being “visibly gender non-conforming,” which has been found to elicit 

anti-transgender bias (Grant et al. 2010). When a transwoman has an appearance that does 

not transgress typical conceptions of gender, it serves as a protection from violence and 

discrimination, and by extension reduces their risk of depression and suicide.

FFS accomplishes a number of outcomes that GRS alone cannot deliver. While GRS is most 

commonly associated with transition, it has minor impact on how other recognize and 

respond to a person’s gender. Genitals are hidden from the vast majority of daily encounters. 

If the ultimate goal of MtF transition is for the patient to be recognized by others as a 

woman, then the most profound change can be achieved by focusing not on what others see 

the most – the face. The overarching goal of FFS is to enable one to ‘pass’ in order to be 

accepted and consequently function in society.

While many insurance companies have recognized the importance of gender-affirming 

therapy, FFS remains unachievable for most MtF patients. On July 18, 2016, a set of rules 

entitled “Nondiscrimination in Health Programs and Activities” became effective. These 

new rules prohibit discrimination based on gender identity and are applicable to every health 

program that receives federal financial assistance, is administered by Human Health 

Services’ health programs, or is established under Title 1 of the Affordable Care Act. 

Currently, ten jurisdictions prohibit health plans from using blanket exclusions for 

transgender healthcare services. In addition, eight states explicitly require coverage of 

transgender benefits for their state employee health plans and 12 cover gender transition 

services for their Medicaid populations (Budge, Katz-Wise and Garza 2016). However, these 

benefits are limited to hormone treatment and GRS. Furthermore, state laws that prohibit 

exclusions of services based on gender identity may still allow plans to deny services based 
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on medical necessity. FFS is generally considered ‘cosmetic’ and not a medical necessity 

and, therefore, excluded from insurance coverage. The average cost of FFS is $60.000 while 

the average cost of GRS is $20.000. Few MtF persons are able to afford FFS (The 

Philadelphia Center for Transgender Surgery).

This distinction between ‘medical necessity’ for GRS coverage and ‘cosmetic’ when it 

comes to FFS coverage based on specific body parts is in direct opposition to the scientific 

community’s understanding of gender identity. The recent change in DSM manual from 

gender identity disorder to gender dysphoria conceptualizes gender as the way one views 

oneself in relation to others in society, rather than a property of one’s anatomical structure. 

However, most insurance policies imply that ‘gender’ is defined by external genitalia, while 

all other body characteristics contribute to ‘appearance.’ For instance, New York has 

provisions for gender transition services, excluding, however, coverage for “cosmetic 

surgery, services, and procedures,” defined as “anything solely directed at improving an 

individual’s appearance.” (New York Commissioner of Health 2016) This demarcation 

between ‘necessity’ and ‘cosmetic’ goes against the World Professional Association for 

Transgender Health Standards of Care. The document describes FFS as both medically 

necessary and essential to the well-being of transgender individuals. It states “these surgical 

interventions are often of greater practical significance in the patient’s daily life than 

reconstruction of the genitals.” (WPATH 2016) For transgender women, GRS affects one’s 

ability to function in intimate relationships as fully female but it otherwise has little impact 

on non-intimate relationships with the exception of providing legal status (Ainsworth and 

Spiegel 2010). Most relationships are by their nature social rather than sexual, and so FFS 

has a far greater impact on one’s quality of life than GRS (Plemons 2012).

In the policies of the house of delegates of the American Medical Association, the definition 

of cosmetic surgery is that of “surgery performed to reshape normal structures of the body to 

improve the patient’ s appearance and self-esteem.” (American Medical Association 198_) 

However, a medically-necessary surgery “is performed on an abnormal structure of the body 

caused by congenital defects, developmental abnormalities, trauma, infection, tumors, or 

disease and is generally performed to improve the function but may also be done to 

approximate normal appearance.” We argue that if one considers abovementioned treatment 

logic for gender dysphoria, FFS must be categorized as a medical necessity. While cosmetic 

surgery is intended to produce beauty, FFS is undertaken to produce femaleness. Like GRS, 

FFS is intended to transform the patient’s gender from male to female. FFS is not driven by 

a desire to achieve cosmetic improvement; it is driven by a desire to obtain a body that 

enables one to engage and function in society

A number of surgeons have now recognized FFS as a critical part of transition process. They 

point out that FFS should be judged according to the same standards and logic as GRS, as 

both procedures are about creation of gender and not about restoration or enhancement of 

physical appearance. Nouraei, et al. 2007, indicated that FFS is an important part of 

“aligning the patient’s physical appearance with his or her perceived sex.” They write, “the 

face is the most noticeable part of the human body, and facial feminization in male-to-

female transsexualism is an important part of the gender reassignment process.” (Nouraei et 

al. 2007) Dempf et al. 2010 include FFS as a part of “gender reassignment” when the face of 
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the patient warrants it. “In male-to-female transsexuals with strong masculine facial features 

facial feminization surgery can be performed as part of gender reassignment.”

There are many examples of when evidence regarding the impact of a given procedure on 

quality of life has led to changes in insurance coverage and reclassification of a procedure 

from ‘cosmetic’ to ‘necessary.’ Breast augmentation is considered a cosmetic procedure and 

not covered by insurance but reconstructive breast surgery for cancer patients that have 

undergone mastectomies is considered medically necessary and therefore a covered service. 

Similarly, we no longer consider facial surgery for victims of extensive burns to be 

‘cosmetic’. So too should FFS no longer be considered ‘cosmetic’ but medically necessary 

and universally covered by insurance plans. Considering this important procedure as purely 

‘cosmetic’ is a failure to understand why FFS is felt to be an absolute necessity and to act on 

the significant improvements we have made in understanding the impact of gender dysphoria 

over the past few decades.

Sweden was the first country to recognize that FFS should be covered as part of gender-

affirming care. In April 2015, the Swedish National Board of Health and Welfare published 

a new national guideline of care for patients suffering from gender dysphoria (Lundgren 

2016). While GRS, hormone therapy, speech therapy, and electrolysis have been offered in 

Sweden for a number of years, medical professionals recognized the disparity in treatment 

and developed guidelines outlining the role of FFS. So too should the US healthcare system 

recognize this disparity and reclassify FFS as a medical necessity for successful MtF 

transition. Ideally, the goals of medical care should enable a transgender person to 

successfully function socially as a member of their desired gender. The ability to “pass” in 

daily social interactions as a member of the desired gender is critical to the well-being of 

transgender persons. When we consider the ability to “pass” as the ultimate treatment goal, 

FFS is a clear critical necessary service.

The current lack of uniform medical standards for, and access to, transition-related services 

leave many transgender persons without hope. The cost to cover transition-related care 

would be fewer than two pennies per month for every person with health insurance in the US 

and will not result in increased premiums (Padula, Heru and Campbell 2016). For instance, a 

recent research on cost efficiency of policies expanding access to transgender-inclusive 

coverage in Massachusetts showed that covering transition-related services is cost-effective, 

particularly given the high financial and human costs associated with untreated gender 

dysphoria (Padula, Heru and Campbell 2016). An economic-impact analysis of California’s 

regulation found that removing transgender exclusions had an “immaterial” effect on 

premium costs, leading the California Department of Insurance to conclude that “the 

benefits of eliminating discrimination far exceed the insignificant costs”; those benefits 

include improved health outcomes among transgender people, such as reduced suicide risk, 

lower rates of substance use, and increased adherence to HIV treatment (Baker 2017). A 

recent study published estimated that without the transition surgeries (one time cost) 

healthcare for a transgender person will cost $10,712 a year (Padula and Baker 2017). 

Therefore, FFS is a cost-effective intervention that needs to be covered by insurance 

policies. There are ample reasons and precedents supporting classification of FFS as a 
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medical necessity. It is time for the delivery of health care to catch up with the needs of 

transgender persons.

In this article we made an argument to justify the public and private coverage of FFS that 

recognizes this intervention as medically necessary and crucial for psychological and social 

well-being of transgender people. This argument can be supported by a more fundamental 

need for justice in the administration of our social institutions. The thesis is that FFS should 

be publicly and privately covered because preventing access to FFS by denying insurance 

coverage is unjust. The argument can be summarized as follows:

1. Managed care is built on the notion that only services needed to treat a sickness 

or injury should be reimbursed. Delivery of unnecessary services increases the 

cost of health services.

2. Medical providers and insurance companies are entrusted with the role of 

distinguishing which treatments are cosmetic and which are medically necessary.

3. These policy decisions on funding can have significant impact on well-being of 

certain groups of people. Health is just one of many aspects of individual well-

being.

4. Decisions about insurance coverage of certain conditions can be considered 

unjust if they create, compound, or perpetuate harm or disadvantage with respect 

to well-being of specific groups of people.

5. Denials of coverage for FFS have adverse and unjust effects on essential 

dimensions of the well-being of transgender people. Transgender individuals 

with untreated or only partially treated gender dysphoria face much greater risk 

of suicide (Haas 2010) or self-harm (Liu and Mustanski 2012) than the general 

population. Furthermore, the discrimination that transgender individuals face is 

inversely related to their ability to access transition related medical care. 

Transgender individuals whose appearance does not conform to their gender 

identity experience notably higher rates of discrimination by employers (Koch 

and Bales 2008) and even healthcare providers (Hughto, Reisner and Pachankis 

2015) in receiving medical care.

6. The staggering rates of transgender self-harm and suicide, as well as 

discrimination faced by transgender people, together with structural barriers to 

employment and healthcare, should be considered in decisions about coverage of 

FFS. It is unjust to deny coverage of FFS as this policy decision will perpetuate 

harms and disadvantages faced by transgender people.
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